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i | Thank you for the opportunity to participate on the Freestanding Medical Facility (FMF)
Faergoner Mrdteal 1 workgroup and provide informal comment on the draft FMF regulations. We have made several
informal comments which are summarized below and shown in red-lined version on the enclosed
R G S, WD CACEP % draft. Further, MIEMSS will be providing additional comments through the formal comment
i a1 process which will addregs the role of MIEMSS and the EMS Board specific to FMFs, We look
forward to discussions with you in this regard in due course,
MIEMSS informal comments on the draft regulation are as follows:

o MIEMSS believes the definition of “emergency services™ on page 26 (5) should be used
consistently throughout the document instead of “emergency medical services™ which
typically refers to prehospital care. To that end, we have deleted the word “medical” in
several places in the draft.

¢ Secondly, we have added “reasonably be expected to™ to the definition of “emergency
medical condition” in order to be consistent with the EMTALA definition of “emergency
medical condition™.

¢ Onpage 27, in two places, we changed “emergency medical system™ to “emergency
medical service™ which is the correct terminology at the jurisdictional level,

 In the definition of Freestanding Medical Facility, we have replaced item 7{(g) on page 27
which provided that the FMF is “linked to MIEMSS™ with the language that the FMF:

" WILL MAINTAIN ADEQUATE AND APPROPRIATE DELIVERY OF
EMERGENCY CARE WITHIN THE STATEWIDE EMERGENCY MEDICAL
SERVICES SYSTEM AS DETERMINED BY THE MARYLAND STATE
EMERGENCY MEDICAL SERVICES BOARD.™ We believe this change is consistent
with the intent and language previously discussed. We understand this wording may need
to be more specific and look forward to working with MHCC to that end.

Our changes are shown in the “marked-up™ version of the draft document enclosed.
Sincerely,

&/}f\\;{/é/;»/;mww"
| Kevin Seaman, MD

Ce: Ben Steffen
Executive Director, MHCC
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the quality of services provided by hospitals’ EDs.?® It is also essential to evaluate care
coordination for pattents treated in hospital EDs and FMFs. According to the National

Quality Forum (NQF), poor care coordination is associated with higher costs, increased

medical errors, unnecessary patient suffering, and increased ED readmissions. NQF

reported that care coordination initiatives could result in an estimated $240 -billip_n__ in o

savings throughout the U.S.#
Rate Regulation
In Maryland, the Health Services Cost Review Comm1ss10n regulates rates for

hospital services by establishing global budgets for 1nd1v1dual hospltals It also

establishes budgets for each freestanding medwal faclhty Due 1o expected volume shifts
from a parent hospital to an approved freestandmg medlcal facnhty, HSCRC will need to
adjust the global budget of the parent h_osp1__ta1 thatls granted CON approval to establish a
freestanding medical facility. Longer term as Volume potentially shifts, the global
budgets of other hospltals may be affected
Policy Objectives ‘

The broadpohcy objectlves guiding the Commission’s regulation of freestanding
medical faci‘li,tigs“:ip Marﬁiénd serve as a foundation for the specific standards of this

Statqﬂééi:th Pianf.chapter and are as follows:

Emergency sicdiesi services shall be financially and
geographically accessible to Maryland’s population.

28 Centers for Medicare and Medicaid. “Outcome Measures.” htips://www.cms.gov/medicare/quality-
initiatives-patient-assessment-instruments/hospitalqualityinits/outcomemeasures.htmk.
2 NQF-Endorsed Measures for Care Coordination: Phase 3, 2014.
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Policy 2: Emergency m=itieai services shall be provided in the most cost-
effective manner possible consistent with safely and effectively
meeting the health care needs of patients needing emergency
medical care.

Policy 3: Resources shall be used efficiently in producing emergency
sroctent services. Development of excess emergency wodient o
service capacity should be avoided. Resource capacity
development shall match the acuity of patients’ needs. -

Policy 4: An FMF shall provide high quality care. Each FMF shall adopt
performance measures and improve and adapt those measures
over time, shall measure the FMF’s level of achlevement on the
performance measures, and shall contmuously seek to improve
its level of achievement. L g

Policy 5: An acute care general hospital operating.aﬁ FMF shall assess the
primary care needs of the population in its service area and
maximize the number of people in"its service area who have a
regular source of primary :care.. r'I"he hospital shall educate
individuals and families in its service areas about appropriately
using emergency medleal faellltles in order to reduce avoidable
use of emergency services.

Policy 6: A hospital operatmg an FMF shall continuously and
systematically improve the quality and safety of patient care.
This includes planning, implementing, and optimizing the use of
electrome health record systems and connecting to the State
des1gnated electronic health information exchange to reap the

contribution to improved care coordination, patient safety, and
= _quallty improvement that adoption of these tools affords.

04 Standards
A,;_Gener_al Staﬁdards.

. (_1)'}':1:'&.11 applicant for a Certificate of Need to establish, relocate, or expand a
e =:.ﬁeeé‘t‘£ﬁdmg medical facility shall address and meet the applicable general standards in

“COMAR 10.24.10.04A in addition to the applicable standards in this chapter.
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amount of time patients spent in the ED before being sent home; the percentage of
patients leaving the ED without being seen; and the history of ambulance diversion at the

parent hospital’s ED.

b. If inadequate access and availability of emergcnéy i
mediest services form the basis of the applicant’s justification to establish, relﬁéatq_z_ or

expand an FMF, the applicant shall demonstrate that access barriers ,e?;_is’ffba._sed on

studies or other validated sources of information and shall prese‘_l;t'é' 'd__et"cﬁled,__ credible

plan for addressing each barrier consistent with the proposed pr(:;’jS?Ct;' o

(v) An explanation of how theproposednew, relocated, or
expanded FMF will address each problem identified bytheapplxca.nt,

(vi) A demonstratlonthattheproposed project is consistent with
the hospital’s community health needsassessment, ..

(vii) A demonstratlon that the number of FMF treatment spaces

and the size of the facility pI!OpOSGd..B{}"f thé applicant is consistent with the low end of the

range indicated by gcasonabiy.t;if)jected levels of visit volume and-other parameters,
consistent with guldanceprowded in the most current edition of Emergency Department
Design: APracncal Gmde to Planning for the Future, published by the American
CoH__e_g’ﬁ: of _;Ezgll_e:r-gc.ri;;y Physicians; and

. : (viii) A demonstration that the applicant hospital, in cooperation
Wlth 11:s ﬁledical staff and other public and private health care organizations in its
:Eorﬁfnunity, has attempted to reduce use of its ED and, if applicable, its FMF for non-
emergency medical care. This demonstration shall, at a minimum, address: the feasibility

of reducing or redirecting individuals in the service area who have non-emergent
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illnesses, injuries, and conditions, to lower cost alternative providers; and the actions
taken by the hospital to accomplish those goals.

(2) Access.

An applicant shall address the following standards regarding access:

(2) A hospital shall demonstrate that its proposed FMF will i 1mprove

access to emergency services for the population in the proposed service area of the FMF

This analysis shall include information on emergency transport tim'es,' retuin_to service

times, and other relevant information provided by each emergeneymedlcal
service for each jurisdiction to be served by the proposed--'F.W L

(b) The applicant shall 1dent1fy problems w1th access to emergency
syedigat services by underserved groups mcludmg low -income persons, uninsured
persons, racial and ethnic minorities, and ép_ersons W1th disabilities residing in its existing
or proposed service area, and shall ;:xi‘.evelop...e‘ planto overcome barriers to access for each

underserved group identified;-and

(¢) A new or relocated FMF shall be located to optimize accessibility for
patients who are currentiyserved in the applicant hospital’s service area. The applicant
shall consult. Wlth .e.ach emergency medical systesservice for each jurisdiction to be
served by the. proposed FMF in making this determination.

(3) Cost and Effectiveness.

An applicant proposing establishment, relocation, or expansion of an FMF shall
- ': cgi.emonstrate that the FMF project will cost-effectively achieve appropriate objectives.
| The applicant shall compare the costs and effectiveness of the proposed project with the

costs and effectiveness of at least two alternative approaches for achieving project
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(8) Quality Improvement

An FMF will provide high quality emergency «uesies: services and continuously

work to improve its quality of care. An applicant shall develop a systematic and

comprehensive approach to evaluate quality of care utilizing CMS quality measu;es‘jtq._&z_;_;‘.;z_;;:--..

evaluate healthcare processes and outcomes.
(a) The applicant shall describe an appropriate quality asuggg_a_r;cé‘.pgograiﬁ

and performance measures that will be used by the proposed FMF and paréﬁt hospital or

of care provided. At a minimum, an applicant shall pro_vi‘de_:-igfgfmégﬁon on the following
time-based performance measures for the each hospital and existing FMF involved in the
project:

(1) Median _t@mé_ fronﬁ ED or FMF arrival to ED or FMF
departure for patients admitted to thé hospftal or transferred from an FMF to a hospital
for admission; E B

i) © Median time from ED or FMF arival to ED or FMF
departure for discharged. péﬁéghts;&;. and

o (i) - '”‘Median time patients spent in the ED after a doctor decided
to admit thém béfore the patients were transferred to their inpatient rooms; and
: B (tv)  Median time patients spent in an FMF prior to transfer to a
hospltal, after a doctor recommended admission; and
- (v}  Median time patients spend in the ED or FMF before they
Were seen by a healthcare professional; and
(vi)  Percentage of patients who left the ED or FMF before

being evaluated by a physician.
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(3) “Community health needs assessment™ means the assessment made at least once
every three years by a hospital that qualifies as a nonprofit organization under Section
501(c)(3) of the Internal Revenue Code of 1954 and that is required by the Patient

Protection and Affordable Care Act, 42 U.S.C. 18001, in which the hospital must dcﬁne

the community it serves and assess the health needs of that community.

(4) "Emergency medical condition" means a medical condition that manifests itself

and symptoms of substance abuse such that the absence of imm:ediéi:é mcdi'cal attention

could ressonably e oxpected o result in: & T

(a) Placing the health of the individual mserlous : j-eai)ardy;

(b) Placing the health of a preg_n;l{lf :'\ZVOmar‘i...or unborn child in serious
jeopardy; | -

(c) Serious impairmg;t to any'.l.)odi.ly function;

(d) Serious fiYS-funCti;)h"Of any bodily organ or part; or

(e) W1threspecttoa pregnant woman who is having contractions:

. ‘ (1)Inadequate time to effect a safe transfer to another hospital before

delivery; or ... G

e (11) The transfer posing a threat to the health or safety of the woman

or the unborn child.

“o o (5) “Emergency services” means health care services provided to evaluate and, as

“appropriate, treat emergency medical conditions.

(6) “EMTALA” means the Emergency Medical Treatment and Active Labor Act,

42 U.S.C. §1395.
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(7) "Freestanding medical facility" (FMF) means a health care facility that:
(a) Provides medical and health care services;
(b) Is an administrative part of an acute care general hospital;
(c) Is physically separated from the hospital or hospital grounds;

(d) Operates 24 hours a day, seven days a week;

(e) Complies with EMTALA and Medicare Conditions of P:a_l.’t_i?iﬁation;

(f) Has the ability to rapidly transfer complex cases to ah‘acufé‘ care general

hospital after the patient has been stabilized; and
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(8) “Global budget revenue” o'r “giobal budgeting” means the methodology of the
Health Services Cost Rev1ew Commxssmn that
(a) Is central to- ach1evmg the three-part aim set forth in Maryland’s all-
payer model of promotlng better care, better health, and lower cost for all Maryland
patients; anq ”
o (b) 'Fbcﬁscs on controlling increases in total hospital revenue per capita; and
encoﬁfageé hospltals to focus on population-based health management by prospectively
estabhshmg a fixed annual revenue cap for each hospital that has a global budget revenue
: agréement with the Health Services Cost Review Commission.
(9) “Maryland State Health Improvement Process plan” means the most current
plan developed by the Maryland Department of Health and Mental Hygiene and currently

found at http://dhmh.maryland.gov/ship/SitePages/Home.aspx.
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